Dear Editor, Hyperekplexia is a rare hereditary or symptomatic disorder with an abnormal response to unexpected auditory, visual, or tactile stimuli (1). Diagnosis of hyperekplexia is generally delayed because of misdiagnosis such as seizures. Clonazepam is suggested to be the most effective treatment option.
Both components of the trigeminal blink reflex (TrBR) were obtained with normal forms and latencies. However, supraorbital stimulation led to more widespread responses in areas such as muscles of upper and lower extremities. ASR response was first obtained in O.oc muscles, followed by masseter, SCM, biceps brachii, APB, and tibialis anterior muscles. However, probability of ASR on caudal muscles was high and ASR did not habituate. Response rates of all muscles examined were 100%. We did not observe any habituation even after investigating with stimuli of low duration. Somatosensorial electrical stimulus, which was capable of stimulating the motor response in APB muscles, resulted in responses in all recorded bulbar and proximal and distal extremity muscles in both patients. Figure 1 shows examples of electrophysiological findings of Patient 1. Latencies were also much shorter in both patients. The values of each patient are shown in Table 1 .
Hyperekplexia, which has a "major" or "minor" form, is one of the three heterogeneous groups of disorders with abnormal responses to startling events (1). Our patients may be categorized as having the major form, which is characterized by exaggerated startle reaction and generalized muscular stiffness starting in the childhood and progressively decreasing as the child grows. Stimulus required to induce a startle reaction should be unexpected and sudden. As observed in Patient 2, consecutive similar stimuli did not induce startle; thus, he was able to ride the motorcycle.
Polymyographic electrophysiological study should be considered in the diagnosis of exaggerated startle reflex (1). The startle responses after different types of stimuli are hyperexcitable in hyperekplexia (2, 3, 4) . The observations of increased responsiveness in our patients supported the diagnosis. Normal latencies enabled the exclusion of structural lesions as the cause of hyperekplexia in our patients.
Although the exact mechanism of levetiracetam remains unknown, its antimyoclonic effect may be related to the blockade of gamma amino butyric acid A (GABA A ) receptor modulators (5). Intrathecal baclofen decreases brainstem reflexes: both R2 component of TrBR and ASR which is attributed to the GABAergic activity (6) . The effectiveness of levetiracetam, both in clinical and electrophysiological findings, is probably because of GABA receptors at the brainstem level.
In patients with unexplained falls, hyperekplexia should be included in the differential diagnosis, and levetiracetam may be used. 
